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N 831 1200-8-6-.08 (1) Building Standards F N 83 [} It is the practice of this facility to assute that alf September 9, 2013
: : Life Safety Codes arc adhered 1o at all times. The 'g'gfj;s with the
; it ol Taeility will work with Tennessce liconsed ”
g (1).'0\ nl..lrs;’?g homfa.Sha" construcl, aIrrange, anl architcets, engineers and codes officials 1o Fxtensinn.
| maintain the Copd ition of the Physu:a pfant and evaluate Motgan County narsing ceniter in telation |
! the overall nursing home environment in such ¢ to the 2006 IBC and Lhe existing construction TBC
i manner that the safety and well-being of the as wcltlazf all,t'::;ocfimd cudcls to fo?numc an
: . aceeplable Life Safety campliant salution,
residents are assured. Evaluation and subjnission te Tehnessea Health
Ccpartment Consteuction review wifl be
completed by August 9, 2013, All corregtion
measures wilk be complete within 60 daye frem
receipt of the Tenncssee Comstruction review
. . . \ aeeeptance and confiernation of the propesed Life
This Rule is not met as evidenced by: 3 Sufety compliant solution.
Based on observation and interview, the facility
' failed to have a reliable sprinkler system water 2) Fucility sprinkler system will be modified as
supply for each “building”. r?ncded lar cade compliance,
The findings include; 3)Onee sprinkler system Has been brought into
caomplianeg, any future praposed changes will be
Observation and interview with the maintenance submitted ta Plans R*:I‘fic“' for approval to ensurs
 director on May 28, 2013 at 9:55 a.m. confirme! System rening compliant.
the facility is a type V combustible constructior .
The facility has three (3) fire compartments 4) Sprinkler system companents will be tested '
separated by three (3) four (4) hour fire walls. mﬂ“'h'f ‘Jg Mmpt%nnnce D'fiﬂtﬂfﬁesfglﬂx ;‘Tdts
A . quartecly by sprinkler contrac(or. Resul €5
Ore (1) spnnkle:: main pelnetrates all mre.e 3) ) will be presented by the Maintenance Dirceter and
4-hour ﬁre walls in the_attlc, where no sprinkler roviewed n monthly Performance frprovement
penetrations are permitted. commitice meeting for 3 months, Performance
Committce member inc_lqdc E.l., D.QN.. )
This finding was verified by the maintenance ;&ggfﬁmgﬁﬂ‘gﬁ t’:::::“"' Social
direlctor and z-_icknowledged by the administrator Housekecping Supervisor, S,D.C.. FLIM.,
during the exit conference on May 28, 2013. D.0,M., Medical Director, Pharmacy Consultant
and Psyche Scrvices. ;
N 848 1200-8-6-.08 (18) Building Standards N 848
: (18) It shail be demonstrated through the
i submission of plans and specifications that in
each nursing home a negative air pressure shall
be maintained in the soiled utility area, toilet
room, fanitor * s closet, dishwashing and other :
such soiled spaces, and a positive air pressur: !
shall be maintained in all ¢lean areas including, } i
| but riot limited to, clean linen rooms and ciean . | .
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uility rooms.

: This Rule is not met as evidenced by:
Based on observation, the facility failed to provide
a supply a positive air pressure in all ¢lean areas.

The findings include:

Cbservation on May 28, 2013 at 1:15 p.m.
revealed that the ¢lean linen reom in the seou:a
unit dining room was not provided with positiva
pressure,

This finding was verified by the maintenance
director and acknowledged by the administrator
during the exit conference on May 28, 2013.

secure unit dining room closet on
6/12/13. The closet will now be used for
activity supplics.

2) Maintenance Director and Maintenance
Associates will complete a 100% audit
of the building to maintain negative air
prassure it the soiled utiiity areas, toilet
Tooms, janitor closets, dishwashing and
other such soiled areas and positive air
pressure in the clean linen and clean
utitity rooms by 6/21/13. Maintenance
Director will report findings to the
Performance Tmprovement Committee.

3) Maintenance Director along with
Maintenance Associates will audit
entire facility monthly for 3 months to
ensure positive and negative air
pressure works correctly,

4} Maintenance Director will report qudit
findings monthly to the Performanee
Improvement Committee to assure
compliance monthly x 3. Performnance
Committee member include E.D,,
D.ON, AD.ON,, R.5.M., Activities
Director, Sacial Services Director,
Dietary Manager, Housekeeping
Supervisor, 8.D.C., H.1.M,, D.O.M,,
Medical Director, Pharmacy Consultant
and Psyche Services,

(41D - SUMMARY STATEMENT OF DERIC/ENCIES D PROVIDER'S PLAN OF CORREGTION (5]
PREFIX (EACH DEFICIENCY MUST BE PRECEDED Y FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRG$S-REFERENCED TO THE AFPROPRIATE DATE
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N 848 Continued From page 1 . Ng4g 1} Clean linen was removed from the
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